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G 000 INITIAL COMMENTS G 000

 This visit was a Federal Home Health complaint 

investigation survey.

Complaint number: IN00126715 - Substantiated: 

No deficiencies related to the allegation are cited.  

Survey dates:  April 29, 2013 - May 1, 2013

Facility number: 005647

Medicaid Vendor Number: 200875210

Surveyor:  Kelly Ennis, BSN, RN, Public Health 

Nurse Surveyor

      David Eric Moran, BSN, RN, Public 

Health Nurse Surveyor

Caretenders was found to be in compliance with 

42 CFR 484.10(c) and 484.18 as related to this 

complaint.

Quality Review: Joyce Elder, MSN, BSN, RN

May 8, 2013
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